F

FEDERAL SECURITY AGENCY
nal Office of Vital Statistica

0CT 9 1948

Registration District No._&g_

MISSOURI DIVISION OF HEALTH 30800

STANDARD CERTIFICATE OF DEATH State Fite No

Primary Registration District No..

8469

o Registrars N
1 % ghiirars fvo.

1. PLACE OF DEATH:
(a) County

N I SE 1

{¥) City or town St. lLouis

(If ontgide city or town limits, writa “RURAL" and nama of townahip)
() Name of hospital or institution:

Homer G Phillips Hospital

In this

JEOTS,

(&} Length of stay:

{If not in hoapital or institution; write streat nn@]n
In hospital or institution

(Spocify whether

community
ba or dayn)

@ swte  Missouri & Cousty 4

2. USUAL RESIDENCE OF DECEASED:

St, Louis N4

(It outsids cily or tuwn Limits, write "RURAL") U
@ Strect No..___ 212 Plum St
Z2

{If rural, give location)

(¢} City or town

(e) Cidzen of forelgn cotintry?. ; {Yes or No}

If yes, name country.

<

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FRINT  Youise Adams

nAaMe War.

3. (b) If veteran,

I 3. (¢) Social Security No.

LFE 30 0D

F' } 5. Color or
¥ race.

6. {g) Single, widowed, married,

- davormdmm

MEDICAL CERTIFICATION

20, DATE OF DEATH; Month S€Pte 4oy 27
Ym—‘mmw.hour 2 minute &.......M.
21. I heraby certify that I attended the d d from X
9=18— 1948 o Q=27 1w_4LB"

{ 14.
15.
=

16. (8
()]
17. (g)

()
18. (a)

19. (o)

OsE 3 A

Birthplace ...

{City, town; or county)

Informant  /A"EF"¥F 3

rddres.—. (X (8.0 /.

........... - B Dar.e thereof_Q_._ S

(Burial, cremaltion, ar removal)
Place: burial or cremation., A
Sumature of funeral dzn:ctor

{Dato received local rexistrar)

W
(Regijtrar's signature)

A

{State or foreign country),

4. Sex thatTlasteawh @Xaliveon . Sept. 27 19 48
6. (5) Name of husband or wife......... _ 6. (c) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
alive__ Immediate cause of death

7. Birth date of decensed.._ ___.Z_Q_/ _YZ _Carcinoma of Cervix, Far Advanced | __
" (Momib} {Day) (Year) 2
8. AGE: Years Mongtha Day, If leaa than cne day Due to . q‘?‘/
. 3 &l
d 60 - hbr min . [ !/
7 " Due to. '0 . !
‘9. Birthplace W o : / o | FEE e _]M)‘.. R
{City; town, or county) (State or foreign country) [I
. TR L . q . - Other conditions.: - NOne
10. Usual occupation . _ - . . " {Incleda pre; ¥ within 3 bs of death) ¢
11. Industry or busin " PHYSICIAN
.Ma]&;ﬁndmin L. . e .l L. [ —
operat nnq - 4 -
g { 12, Name._._. - ' hUuderlIne
' the cause to
£\ 13. Birthplce?”, : e - — - Non . [whichdeath
f-:f. townor county) " (State or foreign eountry) Of autopay. = should be
E Maiden name. . Llr® 2 - : charged sta-
tistically,
=
=]

22. If death was due to external éauses, fill in the following:

(2) Accident, sulcide, or homicide (specify)...

(5) Date of occurrence., -

() Where did Injury occur? .
(City of Lown) {County)

(d) Did injury occur m or about home, on farm, in industrial placc in pubhc plaoe?

23. Signpat

+
“

4

/ 287 48

. Date si cd

Address. é{m

(Licensoed Embalier’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is record he reverse side of this certificate was embalmed by me, or by

P Y , Registered Apprentice No

working under my personal supervision. )

%} Licensed Embalmer No....
. : .
b ﬂ : P. 0. Address :

-

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.



